Skiagram (shown) suggested an osteoma growing from the floor of a very large sinus. Operationt.-Diagnosis confirmed. Removal of bony growth with part of the floor of the frontal sinus. Creamy pus evacuated from the supra-orbital portion of the sinus, distal to the growth. Wound treated by the open method closed completely in a fortnight. Sinus now apparently functioning normally.
[Mr. Graham Brown showed a second skiagram of an apparently similar condition discovered accidentally in another patient. This, up to the present, had not given rise to any symptoms.]
Mr. HERBERT TILLEY said that many years ago he had operated upon an osteolmla of the fronto-ethmoidal region in Edinburgh, where he had the advantage of being assisted by Sir Harold Stiles. He (the speaker) made an external incision, opened the frontal sinus and exposed the upper part of the tumour, but grasped the lower part with forceps inserted into the right nasal cavity. The growth was loosened and drawn downwards and the problem was, having got it into the nasal cavity, how to deliver it through the nostril. Sir Harold Stiles then gave him a hint which he had since found useful in cases of large growths inside the nose, such as fibronmata. If one cut through the whole length of the lower attachment of the septal cartilage the delivery of a tumour was much easier than otherwise. That had been done in the case referred to; the osteoma was removed without difficulty.
Laryngeal Growth. Case for Diagnosis.-L. GRAHAM BROWN, F.R.C.S. B. S., male, aged 51, first seen November 19, 1929, complaining of hoarseness and occasional left earache for the past four years. The larynx shows a large, irregular ulcerated growth occupying the region of the left vocal cord and extending to the anterior third of the right cord. No immobility apparent. Chronic suppuration of the left middle ear. Wassermann reaction of blood negative, though patient states that, when in the Navy thirty years ago, he contracted syphilis for which le received appropriate treatment.
The tentative diagnosis of epithelioma is put forward, the result of bioscopy not yet being available. An intra3pinal-fluid examination is also being undertaken.
Discussion.-Dr. P. WATSON-WILLIAMS said it was an open question whether the long previous syphilis had anything to do with this condition, which sometimes occurred when there was no history of syphilitic infection, and which he thought was best described as a pachydermia diffusa. He had watched such a case many years; it looked remarkably like the present one, and at first it had caused a good deal of anxiety. There was, however, nothing malignant about these cases, though he supposed they might possibly become so in course of time and should be under observation at intervals. Mr. ALEX. R. TWEEDIE said that he had been unable to obtain approximation of the cords on phonation and noted that with the glottis still wide open the stridor was unaltered.
Mr. H. TILLEY said he thought there was a definite and extensive ulceration of the left vocal cord, involving the ventricular band, and he would regard the condition as epithelioma.
Dr. JOBSON HORNE said that whilst admiiitting that the case presented points of difficulty in diagnosis, he considered that it could not be regarded as pachydermia laryngis verrucosa, the history of syphilis might suggest pachydermia laryngis diffusa syphilitica.
In pachydermia the mucosa was thickened but intact: in the present case there was evidence of ulceration. In pachydermia there was no impairment of the mobility of the vocal cords; in the present case there was impaired adduction of the vocal cords. Lastly, pachydermia laryngis did not become malignant: in the present case there were points suggestive of malignant disease.
Mr. E. WATSON-WILLIAMS said that he had seen a number of cases similar to this, of which only two or three were comparable in degree: they had all occurred in patients who had had syphilis, which was no longer active. He regarded the condition as a hyperplastic laryngitis of syphilitic origin. One of his cases he had been able to watch for three years, during which time it had remained practically stationary; there were horns on Proceedings of the Royal Society of Medicine 18 one cord, on the other, recesses into which these fitted, and bosses and knobs on the arytenoids and in the inter-arytenoid space. He did not think there was any suggestion of malignancy in the present case.
Mr. ANDREW WYLIE said he did not see any ulceration in this case; he regarded the condition as pachydermia. It would be easy to settle the diagnosis, however, by removing two or three pieces for microscopic examination. The patient had had the disease four years, and if it was malignant, the condition would be far worse than it is at present.
Mr. H. V. FORSTER said he thought he saw, far out on the right ventricular band, well away from the main amount of overgrowth, a separate nodule, looking like a discrete papilloma.
Sir STCLAIR THOMSON said that Dr. Jobson Horne was positive that the condition was not pachydermia, and he (the speaker) felt equally positive that it was not malignant disease, though admittedly it might become so. The right cord was absolutely fixed, and the left was nearly fixed. Between them there was a great inter-arytenoid irregular hypertrophy. It looked quiet and non-ulcerated. This reminded him very much of what he saw before the days of the Wassermann test and before treatment by salvarsan, i.e., a parasyphilitic, hypertrophic laryngitis. He suggested that if this patient would entirely stop smoking, have his mouth properly. cleaned, and then have inunction of mercury, his condition would be greatly improved, but he would never become well.
Sir JAMEs DUNDAS-GRANT said he thought the condition was a warty growth in the ventricular band and inter-arytenoid space. It was probably the result of syphilis; he did not regard it as epithelioma. It was more like the condition which Virchow described as pachydermia verrucosa.
Mr. GRAHAM BROWN (in reply) said that his tentative diagnosis had been rather a hasty one. He now thought the condition was hypertrophic, and there was the possibility that it might become malignant. He felt that more active treatment was required than merely prohibiting smoking and ordering inunction of mercury. October 22, 1929.-Acute tonsillitis. One week later, appearances of quinsy on right side. Opening made; nothing except blood followed the incision. Improved for the next week.
November 8.-Had severe hbmorrhage twice; thinks be lost a pint of blood. Haemoplastin, 2 c.c. given, and at the request of Dr. Rogers the patient was taken into King's College Hospital. Hamorrhage had then ceased. Patient rather pale but general condition good. Blood-count showed: Red cells 4,000,000, haemoglobin 73%. On the second day after admission (November 10) he had two small haemorrhages and one large one. Blood seen to ooze from upper pole of tonsil and also from a crypt towards lower end. None oozing from incision in palate. As the blood appeared to he from tonsillar vessels, it was necessary to remove the tonsil. As soon as the anesthetic was given, blood poured from the tonsil and filled the mouth and pharynx. After clearing this away the tonsil was removed, and appeared friable, resembling a new growth. Outside the capsule there was a large cavity containing some fresh blood and many clots. This was cleared out and no more bleeding was seen. A large pack was sewn in, the two pillars of the fauces being united over it. The red cells had fallen to 3,440,000 and the hemoglobin to 54%.
Transfusion was carried out (Group IV, 600 c.c.); patient improved rapidly.
Pack was taken out two days later, and there was no further haemorrhage. When he left hospital two weeks after admission (November 21) blood-count showed red cells 4,680,000, haemoglobin 65%. Report by Dr. Creed stated that the section of tonsil removed showed evidence of fibrosis and acute inflammation. Some parts showed infiltration with polymorphonuclears, and plasma cells were very numerous in other places.
